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Chronic Congestive Heart Failure
(Left Ventricular Systolic Dysfunction)

NYHA Classification Criteria:

Class | - No symptoms at rest: ordinary A. Simple congestive heart failure
activity does not cause undue fatigue, 1 - diagnosis code on problem list
dcsllzzrs]if»ocr)g::%?:;g‘at rest: ordinary 1) control HTN, DM, and hyperlipidemia B. %Z?e\éﬁz:'fcr:l;?oayf%S/Zlon
activity causes fatigue, dyspnea, or angina, 2) weight reduction in obese documented

slight limitation on physical activity. (educate on exercise)

Cla_s_s I - Com_forable at rest: minimal 3) low sodium diet

activity results in symptom occurrence, 4 | and fi inati

marked limitations with physical activity. ) pneumococca ?n u vaccination

Class IV - Symptoms at rest: inability to 5) smoking cessation

carry on ordinary activity without discomfort. 6) discontinuation of alcohol

3

Symptomatic

Asymptomatic
S ~10
Mild Edema/Dyspnea IModerate Edema/Dyspneal
s
* Start/add Enalapril
7 11 Initial Dose = 2.5 mg QD
Start/add HCTZ 25 mg QD Start/add Furosemide 20 - 40 mg QD ($0.90) Target Dose = 20 mg BID ($3.00)
Target Dose ($1.50) * STOP HCTZ if previously initiated OR -
Monitor BP, K+, SCr Titrate to control by 20 mg increments Start/add other ACE Inhibitor
daily (maximum dose = 80 mg BID) . Monitor K+, B':"' SCr
Monitor electrolytes, BP, SCr Titrate at 2 “Iek intervals
8 19
Controlled? Continue Therapy
’ {2 If patient becomes symptomatic

* Start/add Enalapril go to Box #11

Initial Dose = 2.5 mg QD
Target Dose = 20 mg BID ($3.00)

Monitor Symptoms (weight gain)

OR
] Start/add other ACE Inhibitor
Go to Box #12 Titrate Weekly

Monitor K+, BP, SCr The pathways do

not replace sound
clinical judgment
nor are they

y intended to strictly
13 apply to all patients

Consider Internal Medicine/Cardiology

telephone consult or referral prior to

adding the following:

Y
[ 16 )

! Nonstable Patients:

4 14 )

If patient has been STABLE for at Add Digoxin 0.25 mg QD ($3.90)
least 1 month and has NO Y. in renal dysfunction decrease dose to
contraindications to Beta-blockers 15 0.125 mg QD measure serum level at

Add Spironolactone 25 mg QD ($6.30) 1 week target level = 0.9 - 1.2 ng/ml

Add NF Metoprolol Succinate 6.25 mg If serum K+ levels start to rise reduce Monitor K+, Toxicity

BID (12.5 mg/5 ml suspension) the dose to 25 mg QOD .

2.5 ml BID X 2-4 weeks as tolerated Monitor K+ When patient becomes stable

May increase dose every 2-4 weeks add metoprolol and spironolactone
as tolerated \as recommended by consult. Y,
Target dose = 200 mg/day ($1.80)
\(Monitor blood pressure) )

* Substitutions for Contraindications and ADRs with ACE Inhibitor:
1) Cough - Angiotensin Il Blocker (nonformulary)
2) Angioedema or renal stenosis (contraindication)
Hydralazine 10 - 25 mg TID Target dose = 75 mg TID ($6.08) (nonformulary)
and
Isosorbide dinitrate 10 mg TID Target dose = 40 mg TID ($27.90)
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